Purpose: To evaluate the global quality of life (QoL) of survivors with 10-year or more post-transplant, and to identify risk factors that interfere with well-being. Methods: This is a prospective analytic transversal study with 214 survivors of Bone Marrow Transplant (BMT) and 264 healthy people identified among blood donors, treated as the control group, of both sexes, 18 years or older. The protocol includes a demographic-socioeconomic questionnaire, World Health Organization Quality of Life (WHOQOL) and the Karnofsky Performance Status Scale. Results: 53.7% of the survivor group members are satisfied with their QoL. A similar result can be found in the control group (54.2%). Chronological maturity, anxiety, sexual difficulty, and being a provider are factors that interfere negatively in the QoL of male survivors. In female survivors, the risk factors are anxiety, low educational level, not having a stable partner, being a provider, and not being Caucasian. Conclusions: Survivors are as satisfied with their QoL as the control group. QoL is understood as a perceptive process composed of objective (functional and relational capacity) and subjective phenomenon (perceptive composition).
Instruments
The study protocol consisted of three instruments: demographic and socioeconomic questionnaire, Quality of Life from World Health Organization (WHOQOL) [9] and Karnofsky Performance Status Scale (KPSS) [10] .
The demographic and socioeconomic characterization of the sample was composed of the following variables: sex, age, marital status, children, educational level, race, and socioeconomic level, place of origin, profession, professional condition and religion.
The WHOQOL is an evaluation instrument of multidimensional QoL that is easy to apply and understand. It is composed of questions covering four domains: Physical, Psychological, Social Relationships, and Environmental. Other than the classification from 1 to 5 offered on the scale, a cut-off point was used, considering that the rankings between 5 and 4 would be categorized as satisfactory, and those of 3, 2, 1 as unsatisfactory. The values of QoL and of every domain were grouped into binary variables: satisfactory and unsatisfactory.
A review of records was also carried out to collect relevant information for the study, like time post-transplant, time between diagnosis and procedure, age of patient on the day of the transplant, diagnosis, type of transplant, source of stem cells, graft-versus-host disease (GVHD), and the KPSS level.
Statistical Analysis
A bivariate analysis was initially performed between the dependent and independent variable groups, using the variables with p < 0.20 for the multivariate analysis. The Stata 8 model of logistical regression was used for this analysis.
The multivariate analysis of QoL took in account the socio-demographic variables with a statistical significance of p < 0.05 in the comparison of the two groups: without BMT and BMT.
Results
The demographic characteristics of the study population are organized in Table 1 . In relation to the survivors, there was a predominance of men (65%), an age range of above 36 years (45.3%), married (57.9%), no dependents (64.5%), with a high level of education, above eight years of education (67.3%). In relation to their socioeconomic level, the majority (64%) are classified as low. There was a predominance of white participants (87.4%), from the south/southeast (79.9%), employed (83.2%), in relation to religion, the Catholic religion was dominant (81.3%). In terms of the professional distribution, the majority were intellectuals (58.4%).
In the control group, in relation to gender, subjects of the feminine sex were dominant (52.3%), with an age range of above 36 years (39.8%), single (53%), with dependents (52.7%). The percentage of individuals with a low family socioeconomic level (52.3%) was similar to that of the survivor group.
A statistically significant difference was found in relation to place of origin (p = 0.000), with the predominant number of subjects coming from the south/southeast (98.1%). This also happened in relation to educational level (p = 0.00); the majority had more than eight years of study (83.3%). However, there was a statistically significant difference in the condition of employment (p = 0.000), in that the majority (87.9%) was employed. Table 2 shows the distribution according to time after BMT and from diagnosis to BMT, age, type of disease, type of donor and cell source. Among the survivors, 58.9% underwent the transplant within the first year after being diagnosed, with an average time of between 5.2 ± 3.3 months. In relation to the post-BMT time, there was a prevalence of the survivor group that had the transplant 15 years ago (78.5%). The percentage of survivors, who underwent the transplant with an age equal to or above 21 years, was 53.3%. In relation to the diagnosis, non-malignant hemopathies were predominant, at 57.5%. The majority of survivors (98.5%) had a related donor and all the transplants had bone marrow as the cell source. Table 3 illustrates the age distribution of the survivors at the time of transplant, as related to QoL. The data obtained showed that there was no statistically significant correlation with the variable of age. The group composed of children/adolescents (100) and the group of adults (114) presented similar results, at 84% and 79.8%, respectively. In relation to satisfaction or not with the global QoL, for the survivor and control groups, is organized in Table  4 . It is observed that over the long-term post-BMT period, the base illness did not interfere with the perception of well-being of the survivors, once the majority (53.7%) is satisfied with their current QoL. A similar result can be found within the control group (54.2%). Table 4 also presents the degree of satisfaction with their global QoL in terms of the domains. There is a linear correlation between the values and satisfaction: the higher the numerical value, the higher the degree of satisfaction. In the physical domain, 48.6% of the survivors presented answers corresponding to the highest level of satisfaction. Similar results were observed in the control group (43.5%). Note: Abbreviation QoL = quality of life.
In the psychological domain, 58.9% of the survivors and 68.1% of the control group demonstrated satisfaction. The difference observed between the groups, was compensated for by the 39.6% of the survivors who mentioned being very satisfied.
Within the social domain, the results were one again compatible with the maximum level of satisfaction, for the survivors (86.4%) as well as the control group (79.8%).
After analyzing the degree of satisfaction using the global QoL in the two groups, the frequency distribution of the most frequently occurring responses was verified. The data are organized in Table 5 .
The frequencies of the responses presented recorded similar results, that is, both groups' maintained high scores, signifying a satisfactory or very satisfactory QoL. There is a predominance of high values in the group of survivors, yet there was no difference found between the mean and the median of them.
After investigating the variables that are likely to interfere negatively on the QoL of survivors, a logistic regression had been carried out with the variables that showed relevance. Some, although did not present significant value, were analyzed by a multivariate evaluation. So, regarding males ( Table 6 ) anxiety (p = 0.000), premature ejaculation (p = 0.033), loss of libido (p = 0.049), being a provider (p = 0.004) and advanced age (p = 0.015), were the factors that were more likely to interfere negatively on the QoL.
Regarding the female survivors the risk factors taken in account in the multivariate analisys, with probability of interference of QoL are the following: anxiety (p = 0.007), low level of schooling (p = 0.022), not having a stable partner, (p = 0.019), being the home provider (p = 0.025) and at last not being a Caucasian (p = 0.048), is organized in Table 7 . Table 8 shows the presence of mood disorder (anxiety, p = 0.000 and depression, p = 0.000) and the work condition (p = 0.034), classified as manual work (farmer, housework, manicure) are risk factors for the QoL whether or not the transplantation has been carried out or not.
Discussion and Conclusions
The results of the present study show that survivors' quality of life is satisfactory, considering the satisfaction's levels presented in the WHOQOL. Despite the complications brought by transplant, such as ocular sicca syndrome, osteoporosis, early menopause, infertility, and osteonecrosis, the results are justified by the survivors' comprehension of life. After all, QoL is a subjective well-being feeling.
With the objective of verifying if the QoL of the long-term survivors differ or not from the general population, a control group is created, composed of blood donors.
The composition of the group may not have been completely adequate once taking into account that the necessary restrictions for acceptance as a blood donor surpass the average population's health. However, it was believed that if a parameter of criteria correlation was established, this parameter would be conducive to a valorization of the results that indicated acquisitions obtained for the survivors in the comparative analysis of the study. This, in fact, did occur. The results show that there is no significant difference between the two groups in terms of the QoL. This is also the case with all the risks that the BMT entails. This similarity raises a question: Is it possible for a survivor to be satisfied in spite of everything they have lived through, and the consequences?
To reflect on this question, you must go beyond statistical data. The insertion of added subjective indicators into the objectives is fundamental [11] . The use of the questionnaire and the WHOQOL makes it possible to obtain subjective information of objective reality, through the perception of the patient in relation to their personal lived experiences.
Subjectivity is a questionable and polemical construct in clinical care, as well as a consequence of the innumerable possibilities of subjective interpretations. Therefore, a view of contextual questions of subjectivity is fundamental.
When Helder, D.I. et al [12] say that QoL is a subjective well-being, it means that each individual assigns a greater or lesser value to his/her life experience, according to his/her perceived multifactorial composition [13] [14] .
The position that the survivor presents when faced with events, is a manifestation of a compilation of thoughts and affections. Value is assigned according to the sensitivity with which an experience is lived, and not only through the idea that is born out of a process of reasoning [15] .
Through the responses and reflections of the survivors, it is verified in the present study that there is a behavioral element that indicates a tendency to overcome one's circumstances, through the use of internal resources. They take advantage of external events to recreate something that can be transformed, making possible an adaptation to one's circumstances that will otherwise be characterized as unchangeable. That is, there is evidence of resilience.
Min, J.A. et al [16] mention that resilience is expressed when there is a presence of risk factors, and that resilience will not exist where there are no risks. These authors view risk as a factor that is directly linked to the result that is provoked. That is, the same variable may present different results depending on the subject and the life experiences of each one [17] .
Windle, G. et al [18] agree with these authors, stating that resilience facilitates a personal recycling of the individual through renewed energy, reorganization of strategies for confronting problems, and adjustment with the use of creative forms for managing adversity in real life. Following this line of thought, it is necessary that one suffer loss, to then be able to emerge from the darkness [19] .
When faced with real threats, the survivors present attitudes of resilience, and with this, they reach a transformation of the emotional engrams, whose consolidation takes shape in the strengthening of themselves, and in the discovery of a sense of existence and their own life.
Living a near-death experience and overcoming it, the survivors seek a greater purpose for their existence. The survivors believe that they are alive, while many die, so there must be a special reason for this [20] .
The following testimony from a survivor who has a son post-transplanted exemplifies this I am living extra hours, I could be dead. I thought I would not live much longer, and now I know I will have someone surviving me. I gave life. What more could I want?! Apparently, the annoying effects of the remaining symptoms lose their intensity over time. There is a relativity of values that informs this tolerant attitude. This transformation takes place without denying reality; they simply find a certain approach for every experience. The election of a position when confronted with loss and gains is based on what makes real sense.
The time that passes under the effects of adversity and redemption that go along with the ups and downs, creates a kind of learners' laboratory in the evolution of life. This allows for the maturation of a new way of being, where the transplant forms part of the difficulties of life, and is not one's life itself. This is the main qualitative difference.
In the analysis of the responses of the survivors, it is observed that over time, there is an adjustment in the perception of normality for a greater adaptation of expectations and a shift in consciousness. This confirms the importance of referential transformation that is carried out over the years. This event also may be explained by the temporary relativization of values, which allows for a new construction of a new perspective and view.
The experience of the transplant and the future imposes a temporary reality that results in a splitting of the present time. Memories drive towards the base and origin of each one. With hope, it is possible to envision a new being. Remembering that the past is a way to reduce or re-route the past and the future, so that once an experience is recognized and over, it may be delivered to the present, which is open to the future [21] [22] .
Participating in and assuming the choices and risks that come with life, as well as fleeing from experiences may prevent errors but it also prevents living. Knowledge received only through reasoning is not the same as knowing that you may learn from the dialectic of thinking, feeling, and living. That is why survivors consider themselves as having a very good global QoL, even living with consequences. The self-reported QoL is not static; it may vary due to the complex integration of multifactorial variables. Perspective and the maturity that result from life experience promote the functional capacity to overcome circumstances.
The global results demonstrate the importance of affective comprehension, psychological malleability, and of understanding that which life reveals. It is possible to go much further that what one thinks, even when it seems as though one cannot go on, or even doubting one's own survival. This interpretation explains the apparent discrepancy between real facts, responses, and attitudes assumed by survivors when they comment on their own QoL condition. Not succumbing to adversity allows for a sense of tolerance, gratitude, and a greater taking advantage of the opportunities that life has to offer.
The way the survivors have responded shows the inclusion and juxtaposition of positive and negative aspects. In spite of difficulties, they appreciate what is good. The results of the difficulties, limits, and health problems, were compensated for by the synthesis of positive appearances.
To conclude this discussion, we can respond to the central question that guides this study. After confronting and defeating the illness process, and assimilating the consequences of the transplant, the satisfaction of the survivors with QoL is based on the following protection factors: the passing of time, perception, psychosocial transition, and resilience.
The results show that there is no significant difference between the two groups in terms of the QoL but the perception of QoL of long-term survivors differing from the general population. This study shows that the transplant allows for longevity and also well-being, by becoming part of the person, living in the best way possibly. They find meaning for their own existence. The composition and management of existence are determining factors for living a good life, with satisfactory quality.
The struggle of being for so long fighting against many adversities, diseases, treatments, transplants, gives the survivors a new self-concept, where they find themselves truly winners. They acquire a positive change in the perception of live, appreciate every aspect of their time with other people, and enjoy their retreat with a spiritual growth, achieving, in other words, a psychological equilibrium. Therefore, the combination of the present study's quantitative and qualitative results shows that the survivors' quality of life is satisfactory, reaching, not only the standards of healthy controls, but overwhelming their capability of dealing with problems through an optimistic analysis of the situation. And, so, here lies the importance of integrating subjective and objective aspects in the evaluation of QoL.
Finally, people that undergo and survive the transplant are recognized for the journey they have taken, and for having arrived where they have arrived. They have survived pain and imminent death, but receive satisfaction with the discovery of a new view from this experience.
